hypospadias repair, urethral reconstruction, and correction of penile curvature. We set out to develop a retractor that would improve surgeon and assistant ergonomics and provide compression at the base of the penis to reduce blood loss. We describe this novel self-retaining penile retractor and our initial experience in its use.
INTRODUCTION AND OBJECTIVES:
Urorectal fistula is the least common, but probably the most incapacitating complication associated with the surgical treatment of localised prostate cancer. There has been a considerable rise in the reported incidence of URF after the treatment of prostate cancer, presumably due to new and evolving multimodal treatments. The majority of patients with URF present with urine leakage through the rectum as the flow gradient is predominantly from the urinary to the intestinal tract.
METHODS: This video describes a transperineal approach for surgical correction of URF following radical prostatectomy for the treatment of prostate cancer. We explain in detail the surgical technique and emphasise the key steps. The essential anatomical landmarks are identified including access via an inverted U-shaped, peri-anal incision, exposure of the perineal body, fistula exposure and division with independent closure of both sides of the fistula.
RESULTS: Over the past 10 years we have repaired URF transperineally in 62 patients with a minimum of 1 year follow-up (these exclude abdomino-perineal repairs). 44 (71%) were purely post-surgical fistulae while the remaining 18 (29%) had adjuvant radiotherapy. There were 10 failures (5 in each group), 8 of which were salvaged by an abdominoperineal repair, giving an overall fistula closure rate of 96.8%. Via a transperineal approach the rectum can be accessed easily, and the rectal defect closed in two layers, with relatively few problems. The bladder defect is more difficult to close because there is less mobility and flexibility of the tissues, and is therefore usually closed in one layer. Preservation of the levator ani muscles allows them to be interposed between the urinary and rectal suture lines longitudinally, closing the space between them and doing away with the need for a gracilis interposition flap. CONCLUSIONS: URF at the level of the anastomosis or bladder base can be managed via a transerineal approach without the need for a trans-anorectal sphincter-splitting approach, a covering colostomy or an interposition flap when the circumstances are appropriate, and the surgeon is sufficiently experienced.
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V1-09 REPAIR OF ADULT BURIED PENIS WITH REMOVAL OF SUPRAPUBIC FAT PAD AND SPLIT THICKNESS SKIN GRAFT: EMPHASIS ON PATIENT BODY HABITUS
Jeremy B. Myers*, Salt Lake City, UT; Bradley A. Erickson, Iowa City, IA; Sorena Keihani, Salt Lake City, UT INTRODUCTION AND OBJECTIVES: Repair of adult acquired buried penis is a challenging surgical problem with potential for substantial morbidity when complications occur. Just a few of the postoperative problems can include: recurrence of buried penis, damage to genitourinary structures, wound breakdown / infection, and loss of split thickness skin graft. We present a technique for buried penis repair with removal of suprapubic fat pad, penile split thickness skin graft, emphasizing the importance of patient body habitus.
METHODS: We reviewed records of patients undergoing a consistent technique for adult buried penis repair from 2014-2016. Information was gathered on patient demographics, past medical history, concomitant problems (such as urethral stricture, and lymphedema), and outcomes. Important aspects of surgical technique involve complete resection of the suprapubic fat pad, removal of scarred penile skin, reconstruction of the penoabdominal and peno-scrotal junction, and split thickness skin graft of the penis.
RESULTS: Seven men were identified. Mean age and BMI were 40 (range 21-65 years) and 48 kg/m 2 (range 39-65 kg/m 2 ). Four patients had distal urethral stricture and required 1st stage urethroplasty of the meatus and fossa navicularis. Two patients had concomitant scrotal lymphedema and required scrotectomy with reconstruction with local flaps. Some graft loss occurred in 57%. Graft loss ranged from 20% to 50%. All patients were managed conservatively and no patients required re-grafting or additional peri-operative procedures. No patients had recurrence of buried penis or required further intervention.
CONCLUSIONS: Anatomic attachment of the abdominal pannus above the supra pubic fat pad is variable among patients and an important pre-operative consideration potentially mitigating the risk of recurrence of buried penis. Wound complications are common, but generally heal with conservative measures. In another report, they found 85% of patients of PFUI have functioning external urethral sphincter mechanism after successful anastomotic repair. This information helped in our development of a new technique for repair in such cases to preserve continence.
METHODS: We present a retrospective review of 8 patients .Preoperative evaluation requires MCU and RGU. Urethroscopy evaluates the membrano-bulbar obliteration. Antegrade cystoscopy confirms the bladder neck obliteration. Pelvic MRI is also obtained to check for the prostate. Perineal incision-bulbar urethra is mobilized and transected proximally. Suprapubic incision-posterior pubectomy is performed. An endoscope passed through SPC tract and blocked e70 THE JOURNAL OF UROLOGY â Vol. 197, No. 4S, Supplement, Friday, May 12, 2017 
